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(1) 

THE CURRENT STATUS OF AND QUALITY 
IN THE MEDICARE ADVANTAGE PROGRAM 

TUESDAY, MAY 8, 2018 

U.S. HOUSE OF REPRESENTATIVES, 
COMMITTEE ON WAYS AND MEANS, 

SUBCOMMITTEE ON HEALTH, 
Washington, DC. 

The Subcommittee met, pursuant to notice, at 10:01 a.m. in 
Room 1100 Longworth House Office Building, the Honorable Peter 
Roskam [Chairman of the Subcommittee] presiding. 

[The advisory announcing the hearing follows:] 
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f 

Chairman ROSKAM. The Subcommittee will come to order. Wel-
come to the Ways and Means Health Subcommittee hearing on the 
current status of and quality in the Medicare Advantage program. 

I am honored to welcome our four witnesses today as we continue 
our discussion on improvements to the Medicare program and turn 
our focus to Medicare Advantage, where nearly 40 percent of sen-
iors with Parts A and B coverage are choosing to enroll. 

The Medicare Trustees continue to project more seniors will 
choose Medicare Advantage plans in the coming years. These sta-
tistics highlight the popularity of the Medicare Advantage program, 
demonstrating that seniors prefer the choice the program continues 
to provide. And by expanding competition in the Medicare program, 
Medicare Advantage has proven that choice and competition work 
in keeping health care costs low for seniors and to improve care. 

Today, we will hear from our panel of witnesses of what Medi-
care Advantage plans are doing well and how the government can 
get out of the way to spur more plan competition and better health 
care outcomes in our Medicare population. 

The hearing will also give us an opportunity to examine the ex-
isting quality measurement system in the Medicare Advantage pro-
gram. 

VerDate Sep 11 2014 07:56 Apr 19, 2019 Jkt 033869 PO 00000 Frm 00007 Fmt 6633 Sfmt 6602 I:\WAYS\IN\33869\33869.XXX 33869 33
86

9.
00

2

ra
lb

an
y 

on
 L

A
P

52
0R

08
2 

w
ith

 H
E

A
R

IN
G

S



4 

And finally, we will learn about consumer interactions with 
Medicare Plan Finder and how this beneficiary tool may be im-
proved to keep up with our technology-savvy seniors. 

As the Medicare Advantage program continues to grow in size, 
we must ensure that it is able to grow with technological advances 
and the evolving health care delivery techniques that we have come 
to expect. 

The Medicare Advantage program has come a long way, and can 
be used as a testing ground for many health care innovations that 
are unavailable in traditional Medicare. How we incentivize inno-
vation that leads to better health quality—access and outcomes are 
vital. 

While the Star Ratings system has the ability to help drive these 
changes, effective measurement is the first step. And I appreciate 
the solution-based testimonies of the witnesses here today, and the 
Subcommittee looks forward to fleshing out the details of their pro-
posals throughout this hearing. 

Now I am pleased to recognize my friend and colleague, the dis-
tinguished Member from Michigan, the Ranking Member, Mr. 
Levin, for the purposes of an opening statement. 

Mr. LEVIN. Thank you, Mr. Chairman, and for this hearing. And 
thank you to our witnesses for joining us this morning. 

The Medicare Advantage program is based in the promise for 
choice for seniors, and beneficiaries today enjoy more choices than 
ever before. 

Those who prefer care without restrictions on doctors and hos-
pitals can enroll in the traditional Medicare program. Those who 
prefer a managed care alternative have the option to enroll in 
Medicare Advantage. Reforms made by the Affordable Care Act 
have improved quality and reduced overpayments in Medicare Ad-
vantage, while still providing 99 percent of seniors access to a plan. 

For the promise of choice to be a meaningful one, Medicare bene-
ficiaries must be given complete and accurate information. A 2017 
Kaiser Family Foundation study found that 35 percent of Medicare 
Advantage enrollees are in plans with narrow provider networks. 

Additionally, in many states, beneficiaries with pre-existing con-
ditions who wish to switch back to traditional Medicare can be sub-
jected to discrimination in underwriting in the private Medigap 
market. 

These and other trade-offs are not adequately conveyed to bene-
ficiaries on the current Medicare Plan Finder Web site. 

It is also crucial that we acknowledge and respect the choice of 
the two-thirds of beneficiaries who are enrolled in traditional Medi-
care by addressing counter-productive limitations in the program. 

For example, Committee Democrats have introduced legislation 
to provide all seniors with comprehensive dental, vision, and hear-
ing coverage. Denying coverage for these essential services not only 
hurts beneficiaries, but can also lead to greater expenses when un-
treated conditions lead to complications. 

I would further draw the Chairman’s attention to an area of bi-
partisan agreement regarding Medicare choices. At a September 
2017 markup, Chairman Brady affirmed his commitment to ensur-
ing parity in telehealth benefits between traditional Medicare and 
Medicare Advantage. We are still waiting to see action on that 
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commitment. Recent expansions of supplemental benefits in Medi-
care Advantage further underscore the need to provide parity to all 
seniors. 

We would also be remiss if we failed to discuss recent regulatory 
actions by the Trump Administration that could undermine choice 
and increase confusion for Medicare beneficiaries under the guise 
of promoting flexibility. Weakening of plan-designed rules in the 
2019 Call Letter could allow plans to cherry-pick and discriminate 
against sicker beneficiaries. 

CMS has also signaled an intent to roll back consumer protec-
tions in the Medicare Marketing Guidelines without providing a 
draft for public comment. 

Finally, as we discuss choices for Medicare beneficiaries, let us 
remember the very difficult choices so many have in finding a way 
to pay for their prescription medicines. President Trump has been 
promising to lower these costs—a pledge we will likely hear again 
this week. But there has been a painful lack of action on this issue. 

Democrats have put forward and stand ready to act on real re-
forms, including allowing Medicare to directly negotiate prices in 
Part D with drug manufacturers. 

Mr. Chairman, I urge you to call a hearing in the near future on 
addressing the high cost of prescription drugs. 

Once again, I would like to thank the witnesses for joining us 
this morning, and we all look forward to a constructive conversa-
tion. 

Thank you, Mr. Chairman. 
Chairman ROSKAM. Thank you, Mr. Levin. Now let’s turn to 

our witnesses. 
Firstly, we will hear from Karoline Mortensen, Associate Pro-

fessor at the University of Miami. She will discuss research sur-
rounding quality measurement and how data can be refined to im-
prove information used by policymakers, plans, and consumers. 

Then we will hear from Andrew Toy, Chief Technology Officer at 
Clover Health, an emerging health care start-up focused exclu-
sively on Medicare Advantage. And he will discuss the data-driven 
model developed by Clover Health to best serve Medicare bene-
ficiaries and the challenges faced by new entrants in the Medicare 
Advantage program. 

Now, I would like to yield to my friend from Butler, Pennsyl-
vania to introduce our third witness. 

Mr. Kelly. 
Mr. KELLY. Thank you, Chairman. It is my pleasure to intro-

duce Ms. Daphne Klausner. And we just talked briefly. She is from 
Philadelphia, and I was congratulating her on her Superbowl win, 
and I told her how sorry we were in Pittsburgh that we let the 
Stanley Cup get away from Pennsylvania this year. 

But Ms. Klausner is the Senior Vice President of Senior Markets 
at the Independence Blue Cross. She provides overall leadership to 
Independence Medicare business, encompassing operations, sales 
and marketing, risk analysis, and performance management areas, 
which also includes oversight of the Medicare Star Rating initia-
tives. 
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Independence Blue Cross is one of the largest health insurers in 
Pennsylvania and serves over 8.5 million people in 24 states. Medi-
care Advantage, they cover over 100,000 beneficiaries. 

Also, Ms. Klausner, as you know, in the district that I represent, 
over half of the people take advantage of Medicare. So we have to 
make sure that we are doing the right things for the right reasons. 

So thank you so much for being here today and taking time out 
of your busy schedule to be with us. We appreciate it. 

Chairman ROSKAM. And then we will hear from Jack Hoadley, 
a researcher from the Health Policy Institute at Georgetown Uni-
versity. He is here to discuss the findings of a recent report from 
the National Council on Aging and the Clear Choices Campaign on 
Modernizing Medicare Pathfinder to Improve Consumers’ Medicare 
Shopping Experience. 

So, Ms. Mortensen, you are recognized for five minutes. 

STATEMENT OF KAROLINE MORTENSEN, PH.D., ASSOCIATE 
PROFESSOR, HEALTH SECTOR MANAGEMENT AND POLICY, 
UNIVERSITY OF MIAMI BUSINESS SCHOOL 

Ms. MORTENSEN. Thank you. Chairman Roskam, Ranking 
Member Levin, and distinguished Members of the Subcommittee on 
Health, thank you for the opportunity to appear today to discuss 
quality ratings in Medicare Advantage plans. 

I am an Associate Professor of Health Sector Management and 
Policy at the University of Miami in Florida, where I teach and 
conduct research on the delivery, financing, and organization of the 
health care system. 

Some of my research does look at outcome measures in managed 
care programs that are publicly funded or federally funded. 

I earned my Ph.D. in Health Services Organization and Policy at 
the University of Michigan. The first thing you learn as a student 
at the University of Michigan studying health care is the 
Donabedian framework for measuring quality of health care. The 
Donabedian framework assesses structure of health care processes 
in health care, as well as outcomes in health care. And you see 
other matrices as well, like patient experience and access meas-
ures. 

Most of the measures you see, particularly in the Medicare Star 
Quality Rating Rankings, are process measures, and there are a 
number of reasons why process measures are included. They are 
the easiest metrics to measure in that they tend to be in adherence 
to clinical guidelines. And, perhaps most importantly, they are the 
metrics that physicians have the most direct control over delivering 
those processes. So processes could include whether or not a physi-
cian conducted an eye exam or a foot exam on a diabetic patient. 

Now what those process measures don’t capture, though, is what 
happens to that patient once they go home. Do they develop blind-
ness related to that diabetes or not? So those would be outcome 
measures, which measures of this Subcommittee are concerned 
about and would like to see more outcomes measures in Medicare 
Advantage plans, as would a lot of the plans would like to see these 
measures, as well. 

So what do outcome measures mean? They mean once you have 
done these processes and encouraged a good structure of a health 
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care system, how do you ensure that the individual’s health or the 
population’s health is actually improving? So we are pushing today 
to talk more about incorporating more of these outcomes measures. 

Outcomes measures provide insight into the quality of care pro-
vided. The one downside is that they can be influenced by factors 
that happen outside of the health care system, like patient compli-
ance or issues with social determinants of health. 

When you look at quality, as defined by the former Institute of 
Medicine, the word ‘‘outcomes’’ is actually in the definition of ‘‘qual-
ity,’’ where, ‘‘quality is the degree to which health services for indi-
viduals and populations increase the likelihood of desired health 
outcomes and are consistent with current professional knowledge.’’ 

So, specifically looking at the Medicare Star Ratings, those are 
designed to reflect quality of care delivered, both for the bene-
ficiary, so they can make an informed plan choice and look for a 
four or a five-star plan, but they are also used post-Affordable Care 
Act for reimbursements at a higher level, incentive payments for 
these plans. So plans are paying a lot of attention to these metrics 
and could be incentivized to focus more so, particularly if they are 
outcomes-oriented metrics. 

Medicare reimburses these plans, the private plans, on a risk-ad-
justed per-capita payment, as opposed to traditional fee-for-service 
Medicare. So we focus on these quality rankings, and the rankings 
include outcomes, intermediate outcomes, patient experience, ac-
cess, and process. But of the about 45 metrics, only 3 of these 
metrics are actually outcome-based. 

So what are those metrics? Those metrics include all cause read-
mission rates, which are important for Medicare, in general, to 
focus on. But they also include maintenance and improvement and 
self-reported physical health and self-reported mental health. So 
there are a lot of potential opportunities to include other outcomes 
measures into these metrics. 

Now, I want to be careful. One of the issues we struggle with in 
health care is what we call now ‘‘measurement cacophony,’’ where 
we have so many measures—I am not encouraging that we add on 
additional measures; I am suggesting perhaps we focus on how 
many process measures we have, whether some of those could be 
removed. The Medicare Advantage plans already have more meas-
ures than any of the other value-based plans in Medicare. So per-
haps you could remove some of these process metrics and focus on 
measures that are more outcome-based, and perhaps more clini-
cally meaningful. 

And also perhaps relate back to the health services area, geo-
graphic area where the beneficiary resides. So a lot of these metrics 
are happening at a contract level, which can span across, as you 
mentioned before, four different states. So it would be important 
for the beneficiaries to see what are some of the metrics happening 
in their zip code or in their geographic area. 

So I appreciate that there is attention and focus on this matter, 
and I thank you for your time. 

Chairman ROSKAM. Thank you. 
[The prepared statement of Ms. Mortensen follows:] 
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Chairman ROSKAM. Mr. Toy. 

STATEMENT OF ANDREW TOY, CHIEF TECHNOLOGY OFFICER, 
CLOVER HEALTH 

Mr. TOY. Chairman Roskam, Ranking Member Levin, and dis-
tinguished Members of the Committee, thank you for providing 
Clover Health the opportunity to share our views on the Medicare 
Advantage program. 

I am Andrew Toy, the Chief Technology Officer for Clover 
Health. I oversee engineering and drive the vision for how tech-
nology can improve the lives of Clover’s enrollees. I received my 
bachelor’s and master’s in Computer Science from Stanford Univer-
sity. And prior to Clover, I worked in Google’s enterprise cloud divi-
sion. 

Clover Health began offering MA plans in 2013 and has grown 
to over 30,000 enrollees in several states. Our core business model 
is designed to rapidly generate new care delivery approaches and 
statistically measure their real-world effectiveness. 

My testimony today will touch four key areas. 
First, using data and technology to deliver high-quality care. In-

novation and health improvement begins when we are able to drive 
enrollee engagement and promote healthy behaviors. Insurers 
should be developing approaches to managing patient care, rather 
than managing financial risk through pricing and utilization con-
trols. 

Clover believes that the MA program, combined with the applica-
tion of data and technology, can uniquely deliver on the promise of 
increased value to Medicare enrollees. Our platform has the ability 
to compile data from varied sources, such as claims, electronic 
health records, and genomics, and weave them together to provide 
a much more comprehensive health profile. Clover can then apply 
our machine learning capabilities to extract key insights, such as 
predicting whether an enrollee is at a higher risk for admission to 
the hospital. 

Generating insights from the health data of our enrollees is only 
useful if we are also able to affect their health outcomes. Clover is 
developing intervention protocols that do just this. For example, 
Clover has developed protocols that identify chronically ill patients, 
and provide them with at-home care. Another example: today, a 
large number of hospital admissions are due to adverse drug 
events. To reduce these risks, Clover will offer genomic testing to 
personalize each enrollees drug regimen at no cost to the patient. 

We believe these three capabilities—compiling data, monitoring, 
and proactive intervention—have the potential to significantly im-
prove enrollee health outcomes. 

My second point today is on increasing competition and lowering 
barriers to entry. Even with the growth of MA plans over the last 
decade, there are still significant opportunities for future expansion 
and growth. Clover has a unique perspective on barriers to enter-
ing the MA market, and factors that inhibit market competition. 
Unlike start-ups in other industries, CMS’s network adequacy reg-
ulations prevent us from providing our product overnight nation-
wide. 
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Satisfying adequacy standards may be useful to measure access 
in closed network models, but they are not a consequential meas-
ure of access in open, preferred provider organization plans. As a 
PPO, Clover allows our enrollees to choose any provider who ac-
cepts our enrollees and original Medicare. Permitting flexibility to 
CMS’s existing network adequacy regime will encourage greater 
market competition and more new entrants in MA markets across 
the country. 

CMS’s requirement that plans maintain an adequate network of 
providers, specialists, and hospitals based on outdated ‘‘time and 
distance’’ standards may impede competition and growth, particu-
larly in areas where providers and hospital systems have consoli-
dated their market share. Thus, we urge policy-makers to focus on 
access and choice when evaluating network adequacy. 

My third point is empowering patients with access to their per-
sonal health records. Clover applauds the recent focus and efforts 
to empower enrollees with control of their health care information. 
Creating a patient-centered model will allow enrollees to make 
much more informed decisions about their health. We support the 
Committee’s efforts to allow enrollees to own, direct, and disclose 
their health data to whomever they choose, such as to a new pro-
vider, health plan, or health app. 

Finally, we support recent policy changes that facilitate innova-
tion and better health outcomes by allowing plan flexibility in sup-
plemental benefits and telehealth, as well as changes to the risk 
adjustment program. 

Thank you again for providing Clover Health with this oppor-
tunity, and it is an honor to be here with you today, and I look for-
ward to your questions. 

Chairman ROSKAM. Thank you. 
[The prepared statement of Mr. Toy follows:] 
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Chairman ROSKAM. Ms. Klausner. 

STATEMENT OF DAPHNE KLAUSNER, SENIOR VICE 
PRESIDENT, SENIOR MARKETS, INDEPENDENCE BLUE CROSS 

Ms. KLAUSNER. Chairman Roskam, Ranking Member Levin, 
and Members of the Subcommittee, good morning and thank you 
for the invitation to testify at today’s hearing. 

My name is Daphne Klausner, and I am the Senior Vice Presi-
dent for Senior Markets at Independence Blue Cross in Philadel-
phia. Through our parent organization, Independence Health 
Group, we serve over 8 million people in 24 states and the District 
of Columbia. 

Chairman ROSKAM. Ms. Klausner, can you pull the mike just 
a little closer? 

Ms. KLAUSNER. Yes, I am sorry. Is that better? 
We are the leading Medicare Advantage plan in southeast Penn-

sylvania, where we have served the community for nearly 80 years. 
Our 100,000-plus Medicare Advantage members live in a diverse 
region that includes the poorest large city in America, as well as 
several academic medical centers. High demands for Medicare Ad-
vantage have prompted unprecedented competition in certain mar-
kets, including Philadelphia, where 14 insurers offer products in 
2018. 

We welcome competition, and we responded by offering a zero- 
premium product with additional benefits not found in traditional 
Medicare, such as hearing aid coverage, fitness benefits, and a 24– 
7 nursing hotline, all while our members are protected by limits on 
their out-of-pocket costs. Affordability, added benefits, and greater 
care coordination are driving the program’s popularity nationwide. 

Medicare Advantage plans provide better quality and lead to bet-
ter health outcomes. These successes are based on recent legisla-
tive reforms that came from this Committee, as well as many of the 
regulatory changes CMS made for 2019. Together, these policies 
show the Federal Government’s commitment to affordability, inno-
vation, and flexibility. 

As an example of innovation, at the direction of Congress, CMS 
is now encouraging the expansion of telemedicine platforms. This 
will give people access to on-demand care at home or while trav-
eling. On April 19th, Independence announced a new partnership 
with Comcast to develop a patient-centered portal that includes 
telemedicine services and other digital health features that will 
connect patients, doctors, and care-givers. 

An example of flexibility, policy changes from Congress and CMS 
will allow plans to offer additional supplemental benefits, and re-
duce cost-sharing to our most vulnerable members with chronic 
conditions. These changes will allow plans to work more closely 
with the provider community and local organizations. At Independ-
ence, our goal is to use innovative plan designs to focus more heav-
ily on the social determinants of health that impact our members. 

For example, Independence is exploring a nutrition benefit for 
newly-discharged hospital patients, since shopping for groceries 
and cooking might be impossible for a senior recovering from a hos-
pital stay. In addition, an estimated 3.6 million Americans forgo 
medical care because they lack access to transportation. Plan de-
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sign flexibility will allow us to better address individual patient 
needs. 

We are also pleased that CMS, Congress, and other key stake-
holders are committed to improving the data system. Although the 
system is improving, CMS and Congress should curtail the use of 
this data for payment purposes until processing times improve and 
plans have more clarity on how submissions are adjudicated. 

Furthermore, Independence agrees that the value-based intent of 
the Star Rating System, which ties reimbursement to measurable 
performance on over 40 clinical and patient experience metrics, has 
been responsible for a profound reorganization in how plans oper-
ate. 

But the program needs reforms to make the scoring process more 
reflective of true quality to help beneficiaries interpret meaningful 
differences between plans. We encourage CMS to continue focusing 
on Star measures that push plans and providers to collaborate on 
improving patient health outcomes. 

In closing, we strongly support the policy changes Congress and 
CMS have made to grant plans like ours more flexibility to address 
social inequities in health and provide coordinated care in a more 
holistic way. We agree with the efforts to accelerate the transition 
to value-based payment, as we move away from a volume-based 
system. 

On behalf of Independence Blue Cross and our CEO, Dan 
Hilferty, I would like to thank the Members of this Committee for 
the opportunity to share my thoughts with you today. We are ex-
cited to be a part of this important discussion and look forward to 
working with you to ensure the continued success of the Medicare 
Advantage program. Thank you. 

Chairman ROSKAM. Thank you. 
[The prepared statement of Ms. Klausner follows:] 
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Chairman ROSKAM. Mr. Hoadley. 

STATEMENT OF JACK HOADLEY, PH.D., GEORGETOWN 
UNIVERSITY HEALTH POLICY INSTITUTE 

Mr. HOADLEY. Thank you, Mr. Roskam, Mr. Levin, and Mem-
bers of the Subcommittee. I am Jack Hoadley, a Research Professor 
at Georgetown University, and I appear today both as a Medicare 
researcher and a Medicare beneficiary. I also recently completed 
six years on the Medicare Payment Advisory Commission, 
MedPAC. I do not speak on behalf of Georgetown or MedPAC, but 
only for myself. I appreciate the opportunity to share my perspec-
tives about Medicare Advantage and the Medicare Plan Finder. 

Medicare is a critical element of our nation’s social insurance 
framework because Medicare provides health coverage to nearly 60 
million beneficiaries with diverse backgrounds, situations, and 
needs. It is a significant challenge to educate beneficiaries about 
the program in general and about Medicare Advantage plan op-
tions. 

Notably, it is time to make improvements to the online Medicare 
Plan Finder, a valuable tool that needs significant modernization 
to do that job better. All of us who are Medicare beneficiaries need 
to be well-informed about our options. If we do not know key insur-
ance terms like ‘‘deductibles’’ or ‘‘co-insurance,’’ if we do not under-
stand the various parts of Medicare or the rules around supple-
mental insurance, such as Medigap, if we do not learn about the 
benefits and provider networks for different MA plan options, then 
we are at risk. Misunderstandings about how Medicare works can 
lead to costly decisions. 

Research tells us that Medicare beneficiaries tend to purchase 
more protection than they need and focus more on plan premiums 
than on total costs. Also, while consumers value choice in pur-
chasing insurance, too many choices can lead to information over-
load and missed opportunities to save money or switch to plans 
that would serve their needs better. 

The Medicare Plan Finder has been a neutral and unbiased re-
source from beneficiaries for over a decade, helping us make 
choices about the program. Yet, a new report the Chairman men-
tioned, ‘‘Modernizing Medicare Plan Finder,’’ recently released by 
the Clear Choices Campaign and the National Council on Aging, 
recommends that the program must be improved and modernized 
to incorporate the best e-commerce practices. 

This report drew upon interviews with beneficiaries as they navi-
gated the Plan Finder, a survey of directors of state health insur-
ance assistance programs, or SHIPs, and review of all online Plan 
Finder functions. The report found that today the Plan Finder is 
overwhelming, and information is poorly presented. This leaves 
beneficiaries confused; it can contribute to poor decision-making. 
Let me elaborate. 

Firstly, modernizing the Plan Finder requires redesigning it to 
make the layout more user-friendly and more intuitive. For exam-
ple, every time a user wants a definition for an insurance term, it 
opens a new tab on your browser. We find that some consumers 
end up with 20 to 30 open tabs. This is not helpful. Replacing in-
surance jargon with plain language is also critical, and adding a 
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web chat function could help offer people quick and accurate an-
swers. 

Secondly, when comparing choices among MA plans or between 
MA and traditional Medicare, beneficiaries want an accurate esti-
mate of their total out-of-pocket costs, and they want that compari-
son to include the effect of supplemental Medigap coverage on their 
cost if they are in traditional Medicare, something the Plan Finder 
does not do today. It should also help beneficiaries understand the 
limitations on their ability to regain Medigap coverage if they join 
an MA plan and decide to leave that plan in the future. 

Thirdly, if results can be personalized, they will serve consumers 
better. While a perfect prediction of next year’s costs is, of course, 
impossible, incorporation of information on health status, drugs 
currently used, and expected use of other services could help pro-
vide people with better estimates. 

Fourthly, a serious gap is the lack of an integrated provider di-
rectory. Today, if you request information on whether your physi-
cian or other health care provider is in an MA network, this re-
quires leaving the Plan Finder to navigate the plan’s web site. This 
is a confusing extra step for people, and we found that people failed 
to do that, or got confused when they tried to do that. The Plan 
Finder is better at allowing you to find out whether your drugs are 
on a plan formulary, and the Plan Finder needs to build that same 
capability for getting information about providers into the system, 
and to make sure that information is accurate. 

Fifthly, Star Ratings play a key role, but many think that Star 
Ratings are really just user reviews like they are accustomed to for 
restaurants and movies. CMS needs to convene a panel of bene-
ficiaries and stakeholders to evaluate which Star Ratings are im-
portant, and how best to explain them. 

Finally, one reason the Plan Finder can be hard to use when 
comparing plan options is the wide variation in benefits and fea-
tures used by different MA plans. I have long advocated greater 
standardization in both the benefits plans offer and the information 
used to describe them. Plans should be encouraged to innovate and 
add new features, but variations that are not meaningful can con-
fuse more than they help. 

To conclude, all of us who are Medicare beneficiaries need accu-
rate information and the ability to compare our Medicare options. 
This is critical to making an optimal choice, one that saves on out- 
of-pocket costs and enrolls us in a high-quality Medicare option 
that suits our needs. Savings for Medicare beneficiaries also trans-
late to savings to taxpayers. We have an opportunity today to in-
vest in a modernized Plan Finder that will better serve the needs 
of all beneficiaries. 

Thank you. 
Chairman ROSKAM. Thank you. 
[The prepared statement of Mr. Hoadley follows:] 
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Chairman ROSKAM. Well, let’s invite our Members to inquire. 
Mr. Johnson. 
Mr. JOHNSON. Thank you, Mr. Chairman. You know, one of the 

things I hear from the folks in my district is that they want to have 
a choice in where they get their health care from. In other words, 
it means that folks want insurance plans that have a broad net-
work of providers. 

You know, over a quarter of my constituents who are eligible for 
Medicare have Medicare Advantage plans. And these folks deserve 
to have a wide range of providers they can choose to see. 

Mr. Toy, you mentioned that Clover Health is having problems 
contracting with certain health systems and provider groups in 
some areas because of a lack of local competition. I understand this 
is driven by consolidation within the health provider industry. Can 
you tell me if this is something you are seeing more frequently, and 
how it is impacting the cost and delivery of care? 

Mr. TOY. Thank you for the question. This is definitely some-
thing we are seeing. As a new plan entering into a lot of markets, 
we have to fulfill network adequacy with CMS in order to even 
offer our plan. 

And what we see is that when we go to see provider groups, es-
pecially if they are consolidated, especially if they have a lot of 
market share in a particular area, they have leverage which en-
ables them to ask very high prices, or basically, to have us pay 
them a lot of money for them to be part of the in-network offering. 
This means that we either have to agree and then pay a lot—and 
make things very expensive for the folks on the plan in that area, 
or we have to basically not agree, and then we don’t have network 
sufficiency, as per CMS rules. 

So this is a very difficult situation to be in. This is often the case, 
like I said, when the provider has a lot of leverage in a given mar-
ket. And so we are definitely seeing that. 

Mr. JOHNSON. Ms. Klausner, I would ask you the same ques-
tion. Can you respond, please? 

Ms. KLAUSNER. Yes. I mean Philadelphia is a unique market, 
in that we have many, many providers, many academic medical 
centers, many hospitals, many physicians. I would say because of 
the history of my plan in particular, we have had a relationship 
with most of these providers for a long time. We have been in the 
business for 80 years. We have good relationships with our pro-
viders. 

I think that what we are seeing in our market is that our pro-
viders are being more collaborative with us, transferring to value- 
based payments. So we see a positive relationship between the pro-
viders in the Philadelphia market. 

And so, unlike Mr. Toy, in which New Jersey is a little more 
challenging—we were in the New Jersey market for a little bit— 
in Philadelphia, we are not seeing exactly the same thing. But we 
are seeing much better collaboration between the provider commu-
nity and the health plans. 

Mr. JOHNSON. And do you see that different in every state? 
Ms. KLAUSNER. We operate only in the five-county Philadel-

phia area, so I can’t comment on that. 
Mr. JOHNSON. Okay. Thank you, Mr. Chairman. 
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Chairman ROSKAM. Mr. Levin. 
Mr. LEVIN. Thank you. Usually when we have panels, there is 

a lot of disagreement. So I am searching to see if there are dif-
ferent perspectives. 

Mr. Hoadley, you talked about the problems with the Plan Find-
er. Is there any disagreement among the four of you on his sugges-
tions? 

Ms. KLAUSNER. No, we actually agree wholeheartedly. Plan 
Finder should be modernized to be a little more intuitive and help-
ful to beneficiaries. The way it does work is very confusing. 

Mr. TOY. I will also agree. And in this case, I would also point 
out that as we try to do more innovative things with the plans, as 
things tend to diverge a little bit more, as we experiment, it will 
be harder for something like the Plan Finder to keep up with that 
in its current state. 

Ms. MORTENSEN. I agree, as well. As Mr. Hoadley is saying, 
these metrics are being perceived more as a Yelp review, as op-
posed to the quality metrics that are going into it. Everything I just 
advocated for is not having the intended effect on the end user. 

Mr. LEVIN. Okay. Now, CMS has recently allowed more flexi-
bility in plan design. That can increase the complexity. Why don’t 
you four discuss that for a minute? 

Mr. Hoadley, do you want to discuss it and we will go down the 
row quickly? 

Mr. HOADLEY. Sure, thank you. Yes, I think the idea of adding 
more flexibility adds more opportunities to try innovative things, 
but it does potentially introduce complexities and thus confusion 
for beneficiaries. 

If beneficiaries are trying to understand there is this additional 
benefit in this plan, this other plan has these benefits, and the 
third plan has something completely different, and there are dif-
ferent prices associated with those plans, it is hard to make com-
parisons. We should find a balance between the right amount of 
new ideas and ways to keep enough standardization so that we 
make sure that people can understand and make wise choices 
when they are evaluating their options. 

Mr. LEVIN. Ms. Klausner. 
Ms. KLAUSNER. I would say that the ability to be flexible with 

the benefits is probably one of the best things that has happened 
to the Medicare Advantage system since I have been in this busi-
ness, which has been for 23 years, working in Medicare Advantage. 

You know, in our particular plan, we have Philadelphia, which 
is a large, poor city. We have surrounding suburban communities 
which have a wealthier population. The ability to have different 
plan offerings and benefits to address the particular needs of the 
different constituents in those particular areas is really important 
for us. 

You know, I talked a little bit in my testimony about social deter-
minants of health and how important that is. To be in a large city 
where we have a lot of people living alone, a lot of people at the 
poverty level, and a lot of people who don’t have, for instance, den-
tal care, which is something that we are trying to figure out as a 
plan for the 2019 bid, is really important to us, and I think is also 
very important to a lot of different beneficiaries. 
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Mr. LEVIN. We have legislation to provide within Medicare for 
everybody that benefits. It would seem to me that what you say 
makes that wise. 

Mr. Toy. 
Ms. KLAUSNER. I—— 
Mr. LEVIN. Excuse me. 
Ms. KLAUSNER. Sorry. I think being able to offer a dental ben-

efit to every Medicare beneficiary would be extraordinary, to be 
honest with you. I was just talking about having the flexibility with 
other benefits, depending on the particular area that a plan may 
be operating in. But certainly some things—like I said, dental; 
hearing aids is another one which there is a huge demand for— 
that would be really important to put in all benefit plans if it is 
at all possible. 

Mr. LEVIN. Thank you. 
Mr. TOY. We definitely appreciate the innovations around flexi-

bility as well that have come out in the last few years. We—I think 
the way we see it is from a perspective of individualization and 
personalization of treatment and care for our population. 

We look at our data within the platform all the time, and what 
we try to see is people as individuals, and to try to create the best 
outcomes for those individuals. And we are within that bid con-
struct, within that plan construct right now. But what I think we 
believe we will see more and more is creating that individualized 
care is leading to individualized benefits, as well. So the more flexi-
bility we have, the better off we will be. 

Mr. LEVIN. Well, you have, as a graduate of U of M, 16—14 U 
of M seconds to finish my time. Thank you. 

[Laughter.] 
Ms. MORTENSEN. I would just add two additional things. I 

think it is great that there is increased flexibility and additional 
benefits, particularly benefits that address social determinants of 
health. But it would be important to make sure those are reflected 
in the updated quality metrics, so you can see if those investments 
are paying off. 

But I would also suggest be careful of unintended consequences 
and make sure that these are not benefits that are just going to 
Medicare Advantage enrollees, and make sure that traditional fee- 
for-service Medicare beneficiaries are not left out of some of these 
comprehensive improvements. 

Mr. LEVIN. Thank you very much. 
Thank you, Mr. Chair. 
Chairman ROSKAM. Mr. Smith. 
Mr. SMITH OF NEBRASKA. Thank you, Mr. Chairman. 
Thank you to our panel, as well. You have touched a lot on the 

Star Rating situation, and perhaps the star ratings give—or por-
tray something that isn’t necessarily a complete picture. 

And a couple of weeks ago, we had a roundtable, a bipartisan 
gathering here. A constituent, Leslie Marsh, a CEO of a critical ac-
cess hospital, Lexington Regional Hospital, brought to our atten-
tion the impact the Star Rating system is having on small, critical- 
access hospitals. And so she pointed out, as you might imagine, 
that many perform extremely well under the Star Ratings. Their 
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rural status can sometimes prevent them from actually qualifying 
under certain star ratings in and of themselves. 

So just a few numbers here. You might be familiar with the 
North Carolina Rural Health Research Program that found that 
critical-access hospitals were less likely to receive a quality Star 
Rating than other types of rural hospitals. The study found critical- 
access hospitals comprise 90 percent of the 762 un-rated rural hos-
pitals. And the same study concluded 43 percent of the not-rated 
rural hospitals were in the Midwest census region, which certainly 
includes my home state of Nebraska. 

And as a result of not being rated, the critical-access hospitals 
show up under the hospital Star Rating’s website as having zero 
stars. If consumers equate zero stars with poor-quality care, it is 
obvious how this could be a problem for many of the hospitals that 
actually provide superior care. 

So, Ms. Klausner, in your written testimony, you describe the 
need for regional adjustment for Star Ratings. Can you talk a little 
bit about the data and research that could help us determine how 
to make the adjustments so that the Star Rating system would bet-
ter account for the different operations at rural facilities, while cer-
tainly still holding hospitals to the same high standards as an 
urban facility? 

Ms. KLAUSNER. I can talk for a minute about the need for re-
gional adjustment certainly within the five counties that we oper-
ate in. Again, I reference Philadelphia, which is a very large, poor 
city, and the utilization in Philadelphia County is different than 
some of the outlying counties. The hospitals that are in Philadel-
phia, the University of Pennsylvania—Jefferson Medical Center— 
operate differently than some of the hospitals in our rural counties. 

I will defer to Dr. Mortensen, though, on the regional differences 
in quality, because I think she might be a little more expert in that 
area. 

Mr. SMITH OF NEBRASKA. Ms. Mortensen. 
Ms. MORTENSEN. Unfortunately, I am not. So I am living in 

Miami-Dade County, where 65 percent of our beneficiaries are on 
Medicare Advantage plans. So we don’t have any of the rural issues 
in Miami-Dade. So I don’t know. 

And I didn’t realize that this was an issue, so that is a really im-
portant issue. It sort of flies in the face of some of the other issues 
we have seen, which are contracts like that getting bought up by 
four-star or five-star rankings, and then that star ranking tends to 
account for all those different plans across that contract purchase. 
But I don’t have solutions for the specific issue you are talking 
about. 

Mr. SMITH OF NEBRASKA. Okay. And anyone else wishing to 
comment? 

Mr. Hoadley. 
Mr. HOADLEY. Yes, I could make one comment. When I was on 

MedPAC, we developed a concept of a peer grouping approach. And 
so, you don’t necessarily want to change the Star Ratings for what-
ever the demographic category is that may have poor performance, 
whether it is SES, whether it is rural, different kinds of things. 
Comparing for the purposes of payment and other things like that, 
hospitals, health plans—again, whichever category we are looking 
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at—that are within the same peer group on that particular cri-
terion is a way to make sure that reward systems treat everybody 
fairly, but still identify if there is poor performance. It ensures that 
we are aware of it and that continues to have the incentives for 
those that might be performing more poorly to improve what they 
are doing. 

So, it is a more of a peer group approach, as opposed to actually 
changing the ratings based on characteristics. 

Mr. SMITH OF NEBRASKA. All right. Thank you very much. 
Thank you, I yield back. 
Chairman ROSKAM. Mr. Thompson. 
Mr. THOMPSON. Thank you, Mr. Chairman. 
Thanks to all the witnesses for being here today. And, listening 

to your testimony, you paint a pretty nice picture of the Medicare 
Advantage program and the high quality of private insurance op-
tions that serve, I think, one in three seniors. 

I want to just point out that it is a highly regulated market, and 
it does, in fact, deliver a product that consumers like. And thanks 
to the work that we have done in improving the program over the 
years, it is a very popular program with Members of Congress on 
both sides of the aisle. And I say that because I think it is impor-
tant to contrast that with what is going on in the individual mar-
ket. 

You know, it seems that every turn this administration and the 
Majority are doing everything they can to whack the individual 
market, and you don’t have to look any further than the farm bill 
that is going to be up this week, where they are promoting pro-
grams that bring back junk plans that work really well until you 
need to use them to cover your health care costs. 

And it is causing problems. The cost in the individual market 
continues to soar. And I don’t understand why we can’t work to-
gether to provide the same quality of coverage in the individual 
market as we seem to want to do in the Medicare Advantage mar-
ket, and make these plans both cover the needs of the consumers 
and do it at a cost that they can afford. 

And I have got some questions for you on the MA program, and 
I hope that we can learn something that perhaps we can apply 
later on to the individual market. 

So, Dr. Hoadley, I appreciate your suggestions on the improve-
ments for the Plan Finder, and I think we should do everything we 
can to improve consumers’ experience for seniors and make those 
plans easier to select. And one resource that you mentioned are the 
state health insurance assistance programs, the SHIP. But in the 
fiscal year 2019 budget, the President eliminated that program. 

Could you tell me what kind of impact that might have on sen-
iors? 

Mr. HOADLEY. I think the SHIP programs represent a resource 
that is very important to a lot of seniors. While many people can 
go to an online Plan Finder, whether they do it themselves or 
whether they rely on children or grandchildren to help them do it, 
there is only so far that the Plan Finder, even if it is modernized, 
can go. For many people, what they really want is in-person, one- 
on-one kind of assistance that is only possible through something 
like the counselors that are provided in SHIP programs. There are 
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other resources to provide that kind of one-on-one help, in addition 
to SHIPs, but SHIPs have been an important resource to do that. 

One thing I mentioned in my testimony was the potential for a 
web chat function that would allow a small version of that kind of 
individual counseling: I have this specific question; can you answer 
it for me? But that is not going to be the kind of in-depth help that 
somebody gets when they sit down, sometimes for two or three 
meetings, you know, maybe 30 minutes, an hour—— 

Mr. THOMPSON. So what happens to those seniors without this 
program? 

Mr. HOADLEY. Without that program, they are going to rely on 
family members; they are going to try to rely on the Plan Finder. 
But they are going to end up probably, in some cases, making poor 
choices that will cost them money and fail to take advantage of a 
very valuable MA option in their area or determine that traditional 
Medicare might work better for them. 

So it is those choices, if they make them the wrong way, that can 
not only cost money, but can put them in a lower-quality environ-
ment. 

Mr. THOMPSON. Thank you. 
And Mr. Toy, how can we ensure that a health plan’s cost con-

trols aren’t hurting the patient? What steps do you take to ensure 
that those cost constraints are driven by clinical decisions, and not 
something else? 

Mr. TOY. That is an excellent question. We are very, very out-
come-oriented, so we would never want a decision we make from 
a utilization perspective, a cost perspective, to affect the outcome 
for the member. So we always very much are centric on the out-
come. That is what we study in our data patterns and our statis-
tics. That is how we apply our decision-making, as well, when we 
do plan design, when we do intervention design. 

And so, while cost is a component, obviously, of any decision, it 
is not the primary way that we make these decisions. We always 
have member care, first and foremost. 

Mr. THOMPSON. Thank you. 
And Dr. Mortensen, what should we be doing to improve data 

availability, and how does that lead to better interoperability? 
Ms. MORTENSEN. So, just recently, Seema Verma announced 

that the Medicare Advantage claims data would be released to re-
searchers. So this is the first time—the data had been collected 
since 2012—that researchers would actually have access to these 
data. I think access to these data is really important because we 
as researchers can go through and identify some of the issues with 
the data, and the data can also be used to get to some of the more 
outcome-oriented metrics that I was suggesting before. 

So, for example, you could look at an in-patient visit and see if 
it is what we call ambulatory-care-sensitive. So is that a visit in 
the hospital that should not have happened, because it could have 
been prevented with good outpatient care? So some of these pa-
tients should never show up in the hospital, the emergency depart-
ment. 

With access to these data now, which we have had for Medicaid, 
we can now do for managed care and Medicare. We can start to as-
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sess whether or not enrollees are getting the access to care that 
they need. 

Mr. THOMPSON. Thank you. 
Chairman ROSKAM. Thank you. 
Ms. Jenkins. 
Ms. JENKINS. Thank you, Mr. Chairman, and thank you all for 

being here today. 
Medicare Advantage has seen revisions and improvements over 

the past couple decades, from a renaming of the program back in 
2003 to the most current updates in the Bipartisan Budget Act of 
2018. As Congress continues to look for new ways to improve the 
Medicare Advantage program and health care for the American 
people as a whole, we really appreciate your expertise, experience, 
and feedback that you are sharing with us today. 

In the 2017 Final Call Letter, CMS first implemented a tem-
porary socio-economic-like adjustment called the ‘‘categorical ad-
justment index.’’ However, the adjustment seems to impact very 
few plans. In the 2019 Final Advance Notice and Call Letter, CMS 
stated that it remains committed to the goal of finding a long-term 
solution to the unique challenges of serving our most vulnerable 
populations. 

There continues to be additional work in the research community 
on both identifying the impact of social risk factors on health out-
comes and how to best address the impact on clinical quality meas-
urement. Based on this, I have just a few questions that I would 
like to ask regarding adjustments to the current Star Rating meas-
ures for socio-economic status and geography. 

Ms. Mortensen and Ms. Klausner, are there any measures in 
particular that should be risk-adjusted for socio-economic status? 

Ms. KLAUSNER. Of the current measures, I think there are 
some questions. Like, for instance, I think there is a measure 
around risk of fall, and did your physician speak with you about 
your risk of fall. I think that could be expanded to ask additional 
questions around the current living situation that the beneficiary 
is living in. People who are living alone might have a different an-
swer than somebody who is living with somebody else. 

There are probably other measures that I don’t have off the top 
of my head that we could use to address those social factors, and 
I think that would be a terrific way to begin assessing whether 
some of the social works that we want to do and place would have 
an impact on the beneficiary outcomes. 

You know, there is no questions around nutrition, to be perfectly 
honest with you. And if you don’t have food—and I am not even 
just talking about healthy food, I mean food on your table—that 
could be a significant factor in your health outcome. 

So I think there are modifications that we should look to put in 
place that address those factors. 

Ms. MORTENSEN. Yes, I agree with all the points that you 
made when you started, that it is troubling that the introduction 
of this adjustment had very little effect. So it was something like 
four percent of plans actually received improvements in quality 
when they started adjusting for socio-economic status and chronic 
conditions in their patient population. 
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I am going back to existing metrics. Which ones do I think that 
could address the socio-economic diversity could be the readmission 
rates. So there is a lot of research done suggesting that a readmis-
sion rate should be adjusted throughout the Medicare program to 
address these, you know, chronic conditions and where you live, 
what hospital you are going to, and to where are you being dis-
charged once you leave the hospital. I think, going along with her 
point, something we should think about are these additional meas-
ures that we use to replace some of the existing quality measures 
could be more focused on looking at measures and metrics that 
could adjust for that. 

And so one suggested metric could be what Humana uses in a 
lot of their communities—their healthy days metrics, or one that 
MedPAC is investigating, which is called a healthy days at home 
metric, where you can use technology to scan through the claims 
to see how many days in the year where the patient was not in the 
hospital, was not receiving home care, and so you could use metrics 
like that that could try to assess more socio-demographic factors. 

Ms. JENKINS. Okay, thank you. 
And finally, Mr. Toy, how can the current Star Rating measures 

change to focus on and incentivize better health outcomes? 
Mr. TOY. So I think that when we look at the Star Ratings, often 

times they are not directly connected to the outcomes, like you say. 
They are a proxy towards them, but they are not ultimately meas-
uring the final step with our members. So they are, however, really 
important, obviously, for us to comply with in the short-term. 

I think one thing we can do, from our perspective, is really ana-
lyze the data. Like a lot of us at the table, certainly we at Clover 
have statistical data that actually shows correlations between lots 
of these things. We can detect, for example, indications of home-
lessness or having a proclivity towards homelessness from the call 
data, when people call into our call center, the kind of words they 
use, and those can be very strong signals that we can use to inform 
the Star Ratings, as well, to show how we are taking care of those 
populations. 

Ms. JENKINS. Thank you. I yield back. 
Chairman ROSKAM. Mr. Kind. 
Mr. KIND. Thank you, Mr. Chairman. 
And I want to thank the witnesses for your excellent testimony 

here today, again giving us some hope about what is happening in 
the health care system. 

But Ms. Mortensen, let me start with you and just pick up where 
you left off with Mr. Thompson, and that was the acknowledgment 
of opening up the MA claims data to outside researchers. 

You know, this started back with the American Recovery Act 
during the Great Recession, where we threw a lot of money in the 
HIT investment, or EMR investment. And I always felt it was im-
portant to do that so we can start collecting the data, as far as 
what works, what doesn’t work, and then drive that back down into 
the hands of the doctors and the patients alike, so they can make 
good decisions with it. 

So how significant—and I think the missing piece was the MA 
claims data being shared to outside—how significant is it, and 
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what do you think is going to evolve from that? What do you think 
will happen, making that available to researchers now? 

Ms. MORTENSEN. First, I want to speak to your point about the 
Reinvestment Act and the HITECH Act, specifically; that put a lot 
of money into electronic medical records. And that is a sort of pre-
cautionary tale of we have to be really careful of unintended con-
sequences. So almost every hospital now has an electronic health 
record system, but none of our records are interoperable and actu-
ally speak to one another. You see this within buildings, within 
health systems. 

You know, I think it was Trinity Health announced—— 
Mr. KIND. Unless you are using Epic, which has 50 percent mar-

ket share, and—— 
Ms. MORTENSEN. Exactly. 
Mr. KIND. Of course, then they are all interoperable. 
Ms. MORTENSEN. Trinity Health announced last week they are 

going to now used Epic across all of their sites, which kind of al-
ready assumed that they were interoperable. So it is careful (sic) 
to think about what—as we prescribe things with policy, not to 
over-prescribe and make sure that things go well. 

So, just to be clear, although data are now available to research-
ers on Medicare Advantage, there are a lot of hoops to jump 
through in order to get those data. And so the data that are avail-
able now are through 2015, and we are in 2018. So what we can 
go back and say retrospectively, in 2015, these were some good 
things and bad things that were happening. But we are nowhere 
near a real-time adoption of data, which would be incredibly help-
ful for researchers and—— 

Mr. KIND. I will certainly encourage you and others that, if 
there are some hurdles or unnecessary impediments to getting this 
out, that you bring it to our attention so we can work with you and 
work with CMS to see what we can do to facilitate. 

Ms. MORTENSEN. Absolutely. Thank you, I appreciate that. 
So in general, I think that as you get academics with their hands 

on the research, they are able to come here and inform you, ‘‘Here 
is what we can do.’’ So, for example, that ambulatory care sensitive 
data analysis that I do in my own work in managed care, I can use 
that to now inform and say, ‘‘Hey, this is a great outcomes meas-
ure.’’ 

So although we did not see in Florida, for example, ambulatory 
care visits decrease, we saw a slow in the growth. So we can look 
for trends like that that are encouraging. So access to the data is 
tremendously important for researchers, but also to help inform 
policy-makers, as well. 

So thank you. 
Mr. KIND. Thank you. 
Mr. Hoadley, there was much made of the fact that under the Af-

fordable Care Act, as part of the pay-for, that there was going to 
be some significant reductions in the MA plan reimbursement 
rates. As a consequence of that now, was there any adverse impact 
on the enrollment of the MA plans and the services that were being 
offered, on the quality outcomes that we were asking of these 
plans, in light of those cut-backs? 
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Mr. HOADLEY. Yes, certainly there was no drop off in enroll-
ment in the MA plans, and I think some of the projections thought 
there might be. People continued to seem to want to join those 
plans, and the numbers have continued to increase. 

I think some of the other questions are still harder to answer, 
and part of it is the absence of the ability to look at encounter data. 
If we are trying to understand such things as the way a Medicare 
managed plan manages, for example, post-acute care use, we need 
to know are they sending people to different sites for post-acute 
care than is going on in traditional Medicare? Are they managing 
to make less use of post-acute care? And then what are the out-
comes? 

We really need to be able to look at encounter data to be able 
to address questions like that and really get us to the answers of 
whether the quality of care received is affected adversely or posi-
tively—— 

Mr. KIND. Let me ask you in the post-acute-care world, because 
Chairman Brady and I have been trying to move a discussion for-
ward on the reforms that we feel are needed in post-acute care. I 
think it was one of the things we missed under the ACA Act, quite 
frankly. 

Is there a lot of opportunity for reforming that for better out-
comes and ultimately a better price? 

Mr. HOADLEY. There certainly are. While I was on MedPAC, we 
took a fairly extensive look at the broad issue of how to pay for 
post-acute care, and have a series of recommendations on revising 
the payment systems. Medicare Advantage plans, to some degree, 
are able to do some of those things today. 

But what we really need is better information on what are they 
doing. Have they taken steps that have had positive effects? Are 
they trying to make sure that the differential payment in different 
sites, whether it is a nursing home, or a home health, or a rehab 
hospital, yields the same results when the payment systems are 
different and the incentives to use those different services vary, 
that is the thing that is keeping us from getting the improvements 
we would like to see. 

Mr. KIND. Yes, thank you. Thank you, Mr. Chairman. 
Chairman ROSKAM. Mr. Marchant. 
Mr. MARCHANT. Thank you, Mr. Chairman. As I travel around 

my district and visit with seniors and almost every group that I 
have, they come up to me after the meeting and one of the most 
frequent comments is, ‘‘Please don’t do anything to take away my 
Medicare Advantage.’’ 

So Medicare Advantage is a very vital part—I represent a largely 
suburban, corporate-oriented district that many of them are coming 
off of a corporate plan, they are coming off of a very high level of 
insurance—and with a lot of trepidation. They hit that 65 mark 
and have to begin to make those decisions, and I had to make that 
decision last year, and I will have to say that as I sifted through, 
it seemed like hundreds of letters that I got, trying to keep me in-
formed, there seemed to be very little substantive information in 
those letters from Medicare are the private vendors that were try-
ing to get me to sign up for them about Medicare Advantage. 
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So in my district, 32 percent of the people that are on Medicare 
are on Medicare Advantage. So I would be interested, Dr. Hoadley, 
I would like to agree with you that education is probably the num-
ber-one thing that needs to be improved in that system so that peo-
ple can blend their co-insurances, their supplemental, and blend 
the whole system together. 

Can you name some kind of a concrete program or improvement 
in that area that is taking place as we speak? 

Mr. HOADLEY. So I think you are absolutely right, that edu-
cation is critical, and there are a lot of tools out there to try to help 
people. And I think the Plan Finder that I have talked about in my 
testimony is something that has been a valuable tool for more than 
a decade to help people understand. 

But it is an online tool. 10 or 15 years ago we were concerned 
that a lot of seniors really weren’t computer-savvy, weren’t going 
online to do choices. That is gradually changing, for the new gen-
erations. We have a Plan Finder that really represents technology 
of 10 or 15 years ago, and it has not been modernized and updated 
to reflect both the use of the tool on different platforms. If you try 
to use it on a tablet or on a phone, it may not appear very well; 
it may not allow you to do things. But even if you go to a laptop 
or a desktop computer, you are still struggling to try to get it to 
work and get it to provide the information. 

And one of the important ways that fails is trying to compare 
what you get in an MA plan versus what you get in traditional 
Medicare, and put together all of the elements in your coverage— 
the MA plan, combined with your supplemental insurance, whether 
it is from a former employer or from a Medigap plan. 

And what you really want is a good, out-of-pocket cost estimate 
of what are my total costs going to look like, as well as what pro-
viders all have access to. And right now, the tool just isn’t doing 
that very well. 

And it is not going to be that hard to fix it. You know, we know 
how to do those kind of things better. But we need some invest-
ment of time and resources and reach out to the community, to the 
stakeholders, to the beneficiaries, the plans, and the rest of the 
community to figure out the best way to do it. 

Mr. MARCHANT. I have got one more question. In 2019 Parts 
C and D final—in the final rule, CMS finalized its proposal to 
eliminate the mandatory enrollment requirement previously pro-
posed by the Obama Administration and replaced it with a policy 
that requires plans to reject providers and suppliers who are in-
cluded on a preclusion list. 

Ms. Klausner, can you discuss some of the challenges, plans we 
are having—some of the challenges the plans were having with im-
plementation of the previous mandatory requirements? 

Ms. KLAUSNER. Yes. First, we were happy that they delayed 
that rule and that they have since changed it. We are still awaiting 
policy guidance on how to implement that. But as a plan to rely 
on two different exclusion lists for providers would be operationally 
challenging. 

Historically, we have relied on one, so the possibility that we 
would have two for different types of providers would have been 
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quite challenging. So we are looking forward to the guidance from 
CMS on how to implement the new change. 

Chairman ROSKAM. Ms. Sewell. 
Ms. SEWELL. Well, first I want to thank the witnesses for being 

here today. 
Last year, I told the Committee a story about one of my constitu-

ents from Selma, Alabama, a Miss Eva. Like many of our rural 
constituents, Miss Eva called my congressional office to see if we 
could help find her a ride to the pharmacy so that she could get 
her insulin, or to the doctor so that she could get her routine check- 
in for her diabetes management. 

Miss Eva told us that she goes to the emergency room in an am-
bulance several times a year for issues that could have been ad-
dressed earlier in a primary care setting if she had access to proper 
transportation. A dual-eligible diabetic in her eighties, Miss Eva 
found that the state’s non-emergency medical transportation ben-
efit through Medicaid was unreliable. Thus she would call us for 
transportation needs. 

Miss Eva’s story is one we could tell 100 times over in this Com-
mittee. Whether it is an inability to afford a copay or transpor-
tation, millions of Americans across this country forgo primary 
health care visits and don’t adhere to medication regimens because 
of financial constraints. 

I know that when I visit emergency departments across my dis-
trict and talk to providers, it becomes increasingly clear that social 
determinants of health such as transportation barriers or poor 
housing are driving the lion’s share of costs in the Medicare pro-
gram. We may not be able to prevent all of the chronic conditions, 
but it seems to me that we could do a better job of trying to control 
some of those costs by just being smart about it. 

One of the things that I think would be of great help is if we look 
at the models in which we have medical Uber, or something like 
that with ride shares, where we can reimburse providers who have 
this kind of ride share. I know it is more difficult in rural parts 
of our nation, but I do think that we need to start thinking outside 
the box when it comes to social determinants such as transpor-
tation. 

And, in fact, I really am passionate about this, and Mr. Meehan 
and I had a bill that would allow for just that kind of transpor-
tation needs that Medicaid offered for non-emergency transpor-
tation we now have in Medicare Advantage. It was passed in the 
most recent February bill, and that was great. But I think that we 
have to do more for that. 

And so I guess my first question is to you, Ms. Klausner. I know 
that you have been in this industry for a very long time, and trans-
portation is only one of those barriers. And so I was wondering if 
you could speak to other social determinants that affect the out-
comes. And can we in Congress think outside the box about how 
we can address some of those determinants so that we have better 
outcomes for our MA patients? 

Ms. KLAUSNER. Well, we are also very passionate about the 
same issues as you are at Independence. We talked about transpor-
tation, and so we applaud the flexibility that we are able to hope-
fully offer transportation benefits. 

VerDate Sep 11 2014 07:56 Apr 19, 2019 Jkt 033869 PO 00000 Frm 00060 Fmt 6633 Sfmt 6602 I:\WAYS\IN\33869\33869.XXX 33869ra
lb

an
y 

on
 L

A
P

52
0R

08
2 

w
ith

 H
E

A
R

IN
G

S



57 

At Independence, we are also talking with some of our providers 
who are also interested in the same outcomes. So we have recently 
talked to a provider group that will be coming into Philadelphia to 
address low-income seniors. And they, as part of their provider 
group, offer transportation. So we are really excited about that, 
that initiative. 

I also mentioned food. So we talk about out of the box. I think 
food is probably one of the most critical factors to people’s health 
care. 

Ms. SEWELL. Absolutely. 
Ms. KLAUSNER. And again, not just healthy food, I just mean 

food, right? 
Ms. SEWELL. Food. Agreed. 
Ms. KLAUSNER. Agreed. 
Ms. SEWELL. You know, the other issue that I found really im-

portant, I most recently—over the weekend—went to the inaugural 
enrollment of All of Us program for University of Alabama Bir-
mingham, as one of the providers for precision medicine. 

I really wanted to hear from you, Ms. Mortensen, about big data 
and getting data analysis such that we can drive better, more ap-
propriate treatment that—going away from sort of the average pa-
tient to this one-size-fits-all to something much more specific and 
much more precision—your thoughts about that, and also how we 
in Congress could do a better job of helping get that data more 
real-time, because you said that it was 2015 data. 

Ms. MORTENSEN. So thank you for the opportunity to speak 
specifically on social determinants of health, because they really do 
matter. 

So one exciting program already underway within CMS in both 
their Medicaid and Medicare beneficiaries is called accountable 
health communities model. And so what it is, from a data perspec-
tive—we love this, because it is a randomized control trial. 

And so what you have is—now it is down to two tracks, where— 
these are alignment tracks, essentially, so that the most com-
prehensive track is aligning Medicare and Medicaid beneficiaries 
within an organization, what is called a bridge organization, that 
says if your food—if you need food, here is a food pantry that 
knows you are coming, and they will be ready to serve you. If you 
need transportation, we are connecting you with transportation. If 
there is something in your home that is unsafe, we have somebody 
who will come and help make your home safe. 

So this is partway through, but randomized control trial data evi-
dence, this is going to show that investing in social determinants 
of health prevents the downstream expense of use of health care. 
So those metrics will be really, really important, and I think will 
make all of your jobs easier on making these kinds of—— 

Ms. SEWELL. Thank you very much. 
Chairman ROSKAM. Mrs. Black. 
Mrs. BLACK. Thank you, Mr. Chairman, for holding this inform-

ative hearing. 
And as a registered nurse for over 45 years, I have seen first-

hand the critical importance of value-based services that they play 
in today’s health care system. And we all know that if Medicare is 
to provide a real benefit to our seniors while ensuring real effi-
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ciency for our taxpayers, it must embrace the advances in tech-
nology that are already taking place around the health care sector. 

By focusing on the high value services essential to our patients, 
especially those suffering from chronic conditions, I believe that we 
will begin to move away from the fee-for-service care program and 
into a system that rewards quality, which we are already seeing. 

I was very excited to see two policies that I have long cham-
pioned into Medicare Advantage signed into law by President 
Trump earlier this year. The first one is Increasing Telehealth Ac-
cess in Medicare Act, which I cosponsored with Mr. Thompson, and 
it gives plans a new flexibility to provide telemedicine benefits in 
Medicare Advantage, which I think is going to really move us 
along. And then the V–BID for Better Health Care Act (sic), which 
I sponsored with Mr. Blumenauer, that will expand the value- 
based insurance design model nationwide, helping seniors with 
chronic conditions to better afford their medications. 

So the MA plans that are increasingly utilizing technology to 
manage the costs and improve care of their high-cost beneficiaries, 
such as those in long-term care facilities is a concern of mine. More 
recently, innovative companies are partnering with Medicare Ad-
vantage plans to address this issue, specifically using telehealth to 
treat in nursing homes in place, instead of transferring a patient 
to an emergency room. We know this not only is more efficient, but 
it is more efficient for the patient, not to have to move them out 
of their facility and move them, via ambulance, into a hospital set-
ting. 

So using innovative telehealth technology like video conferencing 
to connect patients with more remote emergency physicians, we 
can reduce these expenses to hospital visits and save the patient 
that inconvenience, as well. 

Mr. Toy and Ms. Klausner, you both touched on how the plans 
have more flexibility to offer telemedicine services to their mem-
bers, which will help to increase access to care for those individuals 
right in their homes, which is so convenient. 

Mr. Toy, can you address how else can we support the MA plans 
in integrating that technology in a way that benefits our bene-
ficiaries, the plans, and the taxpayers? 

Mr. TOY. Absolutely. And we are a big supporter of at-home 
care, for all the reasons that you said just now. So we have a plan 
focused specifically on treating folks at home, especially for chronic 
conditions. 

We also, in those exact same cases, identify those populations 
ahead of time, and then provide them with equipment at home, 
such as telecommunications equipment. We provide actually a 
smart speaker that you can push a button and immediately get in 
contact with somebody if you need help at our call center, as well 
as being able to do your medical appointments. 

We also have social work available through a partnership, where 
you can actually get social work, if you need that as well, at home. 

So all those are, I think, really important things that we are able 
to provide. 

Mrs. BLACK. Excellent. Ms. Klausner, in our rural areas, it is 
often challenging for plans to build those robust networks to meet 
the CMS’s ‘‘time and distance’’ standards, particularly for certain 
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specialties. How do you plan on using this new flexibility? And do 
you think that CMS should consider adjusting the network ade-
quacy standards to take telehealth into account, particularly in 
these rural areas? 

Ms. KLAUSNER. I think the new requirements or new legisla-
tion around telemedicine will be hugely helpful for rural areas. 

I mentioned our new partnership with Comcast. I have to say 
one of the early prototypes that I saw was really fascinating, be-
cause it didn’t only connect the patient with their physician, but 
also the caregiver. So we have beneficiaries who have children and 
grandchildren who live very far away. And being able to connect 
those caregivers to the doctors, to the patient sort of collaboratively 
is really exciting, and I look forward to seeing what we do with 
Comcast in that space. 

I think the network requirements are there for a reason because 
they want to make sure that people have access. But I do appre-
ciate Mr. Toy’s position about certain areas where it is more dif-
ficult to provide those services. 

I think we do need to look at regional differences in how health 
care is delivered, and how people utilize health care, depending if 
it is an urban or a rural environment. So I do encourage this Com-
mittee and CMS to look at the changes and look at specifically how 
health care is delivered in different parts of the country. 

Mrs. BLACK. Thank you, Mr. Chairman. I yield back. 
Chairman ROSKAM. Ms. Chu. 
Ms. CHU. Dr. Hoadley, thank you for sharing the beneficiary 

perspective, as we discuss ways to improve the Medicare Advan-
tage program. 

One thing I often hear from my constituents is how burdensome 
the cost of prescription drugs are for them. The costs continue to 
rise. A study from AARP noted that 97 percent of widely-used 
brand-name drugs have seen a price increase exceeding inflation in 
2015. And already the cost of Medicare is significant, as 19 percent 
of the total Medicare budget is spent on prescription drugs. 

But for patients, all they see is the price at the pharmacy 
counter, and it keeps going up. So when they are selecting a plan, 
they want to know what option will result in the least out-of-pocket 
cost at the end of the day. 

Dr. Hoadley, you described the problems with the Medicare Plan 
Finder. But what can we do to make sure that beneficiaries can an-
ticipate their out-of-pocket costs, particularly as it pertains to pre-
scription drugs? Are there any steps we could take to improve the 
Plan Finder’s ability to show patients what they are going to be ex-
pected to pay in the end? 

Mr. HOADLEY. So the Plan Finder does have the functionality 
where you put in the names of the different drugs you are taking, 
and you determine, for the particular plans you are looking at, 
whether those drugs are on the plan’s formulary. This tells you 
whether you are going to be paying completely out of pocket, or 
whether you are going to be paying only a co-pay or a co-insurance 
for that drug—and tries to estimate the potential cost sharing for 
that drug. 

Now, there are complexities that need to get improved to make 
that work better. For example, in many cases, the price is going to 
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vary according to which pharmacy you are using. So if you are com-
mitted to one pharmacy that is your go-to place, you can designate 
that pharmacy on the Plan Finder and you will get prices that are 
based on using that pharmacy. But if you are a person who is will-
ing to switch to a different pharmacy in order to save money, that 
is hard to figure out. 

I actually went through it for myself and for our family, trying 
to figure out whether there were opportunities to pick a different 
pharmacy and to end up with a better cost. I eventually figured out 
that that was the case. But even for somebody who has studied the 
Medicare Part D program for as long as it has been around, I had 
trouble figuring out how to do that. 

There are also issues sometimes when people see a particular 
price on the Plan Finder when they are shopping for a plan during 
the open enrollment season—say in November—and then they go 
and try to pick up a drug in February, once they are actually en-
rolled in that plan, the price ends up being different. Now, there 
are a lot of reasons that happens—the manufacturer may have 
raised the price—but these discrepancies are very frustrating to 
people. 

And it would be really useful to have a better sense of why those 
happen. Then we should figure out if there was some way to make 
sure that prices can be locked in, so you are not going to see 
changes from the time you shop for a plan to the time you actually 
go and buy the drugs. 

Ms. CHU. Thank you for that. 
Mr. Toy, Ms. Klausner, as a psychologist by training, I am par-

ticularly interested in the way that Medicare Advantage can assist 
in the integration of mental health services in the health care 
space. We know that when someone is depressed or lonely they can 
take longer to heal. And in fact, studies from numerous universities 
have demonstrated that loneliness has measurable negative im-
pacts on patient health. 

That is why I am proud that Care More, a Medicare Advantage 
plan that serves my district, was the first in the U.S. to have a 
dedicated integrated program designed to combat loneliness for its 
Medicare population called the Togetherness Program. 

And one of their patients, whom I shall call Susan, was in her 
eighties, was homebound, and experienced physical pain when 
doing light housework. She used a walker to get around and stated 
that this was a source of embarrassment for her, so she used that 
to avoid social interactions. 

So as part of the Togetherness Program, an employee with Care 
More called her at least once a week to check in with her, have a 
conversation, and encourage Susan to go outside to have exercise, 
even a short walk around the block. And, as a result, Susan is now 
getting out and regularly attends social events. 

So I would like to ask you, have you identified any barriers in 
the Medicare Advantage program that prevents plans from ad-
dressing mental health needs like loneliness as a part of a more 
holistic approach? 

Mr. TOY. I would say it was a little harder in the past. But with 
the new flexibility that we talk about, where we can add these ben-
efits to our plans, we are able to do things like exactly what you 
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said, offer community benefits to actually make our members feel 
like a part of the community, have social interaction. 

We also have our nurse practitioners who visit them in their 
home and can identify when they might need a little bit of extra 
help on the social side, if they are being reclusive. And so definitely 
an area we are focused on. And I think, in the future, we will be 
able to invest a lot more in that area. 

Ms. KLAUSNER. And I would just say that I have read about 
Care More’s model, and we think it should be a model for the en-
tire country. That is really important and very successful. 

We are looking forward, again, to the flexibility that CMS is now 
granting us to address issues like loneliness as another social de-
terminant that we feel very strongly about. And especially around 
mental health. So it is a focus of our plan. And again, the flexibility 
that we now have will allow us to do more in that space. 

Chairman ROSKAM. Thank you. 
Mr. Paulsen. 
Mr. PAULSEN. Thank you, Mr. Chairman, also for holding the 

hearing today. 
There is pretty strong recognition that Medicare Advantage is 

improving patients’ health, based on the testimony we are hearing 
from you, based on the questions that are coming from all of us. 
It is using best practices in care delivery, it is the robust data ana-
lytics, it is proven, value-based care and the care management 
models that are available through MA. 

And when you have got one out of every three Medicare bene-
ficiaries that are utilizing Medicare Advantage, that tells you some-
thing. I represent a community certainly where I hear on a very 
regular basis from seniors in my community, ‘‘Please make sure we 
continue the Medicare Advantage program.’’ That is a consistent 
message. 

And whatever we can do to help encourage more enrollment in 
a program that could lead to better health outcomes for our seniors 
and lowering health care costs is the direction we need to go. And 
this has been very helpful today. 

I know that the different health plans in particular have engaged 
in the marketing efforts that Representative Marchant had men-
tioned to help educate seniors about their options when you have 
got fee-for-service plans, Medicare Advantage, and then Part D 
drug benefit plans. 

I know CMS also has used a marketing or a Part D program edu-
cation effort to enhance their enrollees to 42 million-plus by run-
ning an extensive national education campaign, you know, with 
mailings and flyers and television, et cetera, and advertising. 

I am just curious, Mr. Toy and Ms. Klausner, I will start with 
you. Do you think that CMS could increase enrollment in MA pro-
grams by conducting a similar campaign? And, if not, do you be-
lieve there is a better or more effective outreach solution to in-
crease—or more than one out of every three? 

Ms. KLAUSNER. So I think that paying attention to collabora-
tion between CMS and the plans to increase education would be 
tremendous. I think CMS could focus on certain areas where Medi-
care Advantage enrollment penetration is lower than in other 
areas. 

VerDate Sep 11 2014 07:56 Apr 19, 2019 Jkt 033869 PO 00000 Frm 00065 Fmt 6633 Sfmt 6602 I:\WAYS\IN\33869\33869.XXX 33869ra
lb

an
y 

on
 L

A
P

52
0R

08
2 

w
ith

 H
E

A
R

IN
G

S



62 

So, for instance, in Philadelphia we have 40 percent enrollment 
penetration in Medicare Advantage, but there are certain pockets 
in Philadelphia where there is 10 percent penetration in Medicare 
Advantage. And I think it would be great if CMS and the plans 
could work together to figure out why is the penetration lower in 
certain pockets, in certain areas of the country where it is not at 
the 40 percent. Sometimes it is the number of plans that are avail-
able. 

But I do think you are correct in that it is also about education 
and not being afraid of managed care, which is a little bit of a hold- 
over from, you know, history. But I think that would be great, to 
collaborate with CMS on that, from the plan’s perspective. 

Mr. PAULSEN. Mr. Toy. 
Mr. TOY. I completely agree that we could do more with CMS. 

And I think that part of this is that, as we have been discussing 
today, there is a lot of innovation and flexibility that we can get 
through Medicare Advantage that traditionally the enrollees would 
not think of as coming from a health insurance plan. Right? 

So because we don’t look like health insurance plans any more, 
the more of the traditional marketing methods to try to jam us into 
that box and—when really, we are saying, hey, we are really going 
to look after you as a total life care experience. 

And that is very hard to get across, when you are just saying, 
hey, no, how does this compare to just traditional fee-for-service? 
How do the copays compare? How do the premiums compare? We 
would like to be compared on different axes and marketed on those 
differentiators, as well. 

Mr. PAULSEN. So, Mr. Hoadley, you talked a lot about the need 
to modernize the website, make it more user friendly, 30 tabs open-
ing up. I can only imagine how confusing that is for folks trying 
to navigate all that. My understanding is the Medicare Plan Finder 
is updated maybe once a quarter on the website. Other websites 
are updated on a daily basis, right? We know that. 

But maybe, Mr. Hoadley, you can comment a little bit more along 
those lines about how often CMS should be updating its website, 
as well as are you aware of any specific audiences, be they rural 
or race or ethnic or homebound seniors that also need sufficient 
education, where we need to penetrate that market? 

Mr. HOADLEY. Well, I think you are raising good points. We 
need to have a tool or a series of tools. The online Plan Finder may 
work for some audiences; for others it may be the in-person assist-
ance that can help them understand the differences for different 
choices. 

And I think there are a couple of things that would help. I talked 
a little bit in my testimony about the potential for information 
overload. People see so many disparate choices, and they just say, 
‘‘I just don’t want to deal with it, I’m just not going to make it, I 
will stay wherever I am.’’ Now, maybe they are in an MA plan, 
maybe they are in traditional Medicare, but there may be a better 
option out there for them. And if they are in a situation where they 
just shut down and stop looking, that is not helpful. 

So I think anything we can do to make the information clearer 
and cleaner, with less of the sort of distractions of small dif-
ferences, would be helpful. 
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Another thing that I think could potentially help is there was 
discussion at the beginning about the role of supplemental insur-
ance for traditional Medicare, the Medigap plans. When people are 
in a Medigap plan with traditional Medicare, they may go off and 
try Medicare Advantage. Then if they want to come back to tradi-
tional Medicare, they may not be able to get their Medigap plan 
back, or they may have to pay more for it. And to the extent that 
they understand that, that may actually deter them from trying 
out a Medicare Advantage plan. 

So, while in a way it seems almost backwards to help to provide 
more portability of Medigap coverage, it may actually help people 
explore the options of Medicare Advantage more readily. And so I 
think a policy change where we can make sure that you can reac-
quire your Medigap plan after you have spent a time in Medicare 
Advantage would be helpful. Right now you can do it if you stay 
just a very short time, like ‘‘I didn’t really mean to go there, I want 
to get back.’’ But maybe you are in it for two or three years, and 
then the plan in your area changes, and you are not so interested 
any more, but now you can’t go into Medigap. And if you think 
about that in the front, maybe you never try that plan in the first 
place. 

Chairman ROSKAM. Thank you. 
Mr. Kelly. 
Mr. KELLY. Thank you, Mr. Chairman. Thanks for holding the 

hearing. And thank you all for being here, because I think on both 
sides of the aisle we are very, very concerned about this. Any pro-
gram that has a cost of over $700 billion a year should be impor-
tant to all of us. 

One of the main problems I think in Medicare Advantage is the 
benchmark cap, which was created under the Affordable Care Act. 
And many beneficiaries in my district, which—by the way, over 
350,000 people participate in Medicare—are impacted by a mis-
guided policy, and do not receive the full benefits of being in a 
high-quality plan. Now, Mr. Kind and I have been working on a bill 
to eliminate the benchmark cap. And I think, Mr. Chairman, we 
will continue to work on that. 

Another issue that I have been working on is the way CMS cal-
culates Medicare Advantage rates. Currently, these rates include 
spending for beneficiaries with both Part A and Part B, as well as 
spending for folks with Part A only. This is comparing apples to or-
anges. And for seniors in the district I represent, they are getting 
short-changed. 

So, Ms. Klausner, do you agree that CMS should be calculating 
rates based only on people who are eligible for Medicare Advan-
tage? And how would this affect the beneficiaries? 

Ms. KLAUSNER. I think we support rates being reflective of peo-
ple who have Part A and Part B. I think what you are referring 
to is people who have Part A only. 

Mr. KELLY. Right. 
Ms. KLAUSNER. I think we are seeing a change in the way that 

people access their Medicare when they retire. We are seeing peo-
ple retire later, so they might not be picking up Part B. And I 
think people who have just Part A only and may have employer 
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coverage on the B side, having two plans, are utilizing services dif-
ferently. So we encourage rate-setting at a A and B level. 

Mr. KELLY. Yes, I can tell you when we do telephone town halls, 
and when it comes down to Medicare and we try to get this out, 
I just sit back and I listen to people for an hour-and-a-half on how 
confusing it is for them to—which direction they should be going 
in. 

So I just think, you know, at some point—we keep thinking if we 
just keep throwing more money at these things they will get better. 

So I think one of the things that we have been discussing are 
ways to improve the Medicare Plan Finder. I know in my life—I 
am an automobile dealer—in a lot of the things that we do here 
I compare to warranty work. And there is no one size fits all. 

And I think that too often we tend to group everybody in there 
and say, ‘‘Well, no, this is the way it is going to work,’’ and say, 
‘‘Wait a minute, a person owning a car in the Northeast certainly 
has different conditions on that vehicle than somebody in the 
Southwest.’’ Same car, two different environments. The same thing 
it is with people. 

So when you go to the Plan Finder, there are so many people in 
the private sector that right now do it well, and the reason they 
do it well is if they don’t do it well they go out of business. The 
government’s answer to doing something poorly is to put more 
money into it from hard-working American taxpayers and say, 
‘‘Well, we are spending more money, so it must be getting better.’’ 

I guess my question is so why don’t we just abandon something 
that is so new to the government? Again, I don’t believe the govern-
ment should be involved in getting this information out, because 
they do such a lousy job with it. And I guess if it is not your 
money, you can spend it any way you want. But when it is your 
money, you have to be more careful. 

Your opinions. I mean could this not be handled better, as—for 
navigating through the—people through these very difficult deci-
sions? 

Anybody? Because you all work on it, and I would like to get 
your input on that. 

Mr. HOADLEY. So, in my view, the advantage of having the gov-
ernment operate the tool like the Plan Finder is you make sure 
that it is an unbiased tool that doesn’t tilt in any direction. My con-
cern is that if different private vendors were to operate those kinds 
of tools, they may not be operated by an organization that has a 
particular interest in where people land. And so I think keeping it 
as an unbiased tool is the real advantage of having the government 
operate it. 

Mr. KELLY. Okay. Well, let me ask you again, going back to my 
life, I couldn’t imagine having howtobuyacar.gov telling people 
where they should go to buy their car. But I do think in the private 
sector—again, I am going to what you all do every day. You know 
the pluses and the minuses, you know how difficult it is for people 
to navigate these things. I would stay as far away from the govern-
ment as I could. An outfit that is $20 trillion in the red is going 
to tell me how to buy my health insurance or what is in the best 
interest? 
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I mean surely there is a better way to do this, and we see it in 
the private sector every day. We have people that know how to do 
this. So while there may be a bias, and you may be right, but I 
would say, depending on how you calculate who the money goes to 
in the end is probably more logical. 

So, I mean, Ms. Klausner, how do you feel about this? And the 
rest of you, if you can just weigh in, we are running out of time, 
but I just know there is a lot better ways to do these things than 
to keep using taxpayer money. 

Ms. KLAUSNER. I actually think, to the point I made earlier, 
that better collaboration between the health plans and CMS—I 
think the government position and the independence that the gov-
ernment can provide is important for beneficiaries. 

I think the health plans could educate CMS on what they are 
seeing in particular markets. I think different approaches for dif-
ferent markets would be important. But I think the main thing 
that I want to emphasize is the continued collaboration between 
CMS and health plans to serve beneficiaries. 

Mr. KELLY. Okay. Mr. Toy, you were going to—— 
Mr. TOY. I was going to very quickly say that one thing to—that 

you may think about is that when I took a lot of start-ups that are 
looking in this area, where innovation can come, Medicare is not 
on the top of their minds, just because of the age differences, per-
haps. And so, having some incentives for innovation from that area 
might be something you could consider. 

Mr. KELLY. Ms. Mortensen, anything? 
Ms. MORTENSEN. Sure. So I would just say right now we have 

one comprehensive source of perhaps difficult-to-comprehend infor-
mation. I think if we left this to private sector or non-governmental 
organizations, you would then have four or five or six different or-
ganizations offering unbiased information that would be—you 
know, going back to measurement cacophony—even more informa-
tion that would probably be even more difficult to process. 

Mr. KELLY. Okay, thank you. I yield back. 
Chairman ROSKAM. Thank you. Well, the herd is thinning, but 

the faithful are still here. So thank you all for your testimony. Let 
me kind of—Chairman’s prerogative—let me just put together some 
of the themes that I have heard. 

Mr. Toy, you talked about intervention and using the data as a 
tool. Can you sort of thread together these other themes of social 
determinants, and how it is that you at Clover use that informa-
tion, if you do, to intervene and get better outcomes? How does that 
work? 

Mr. TOY. Yes, absolutely. So the way to think about it is we sort 
of have generating insights. And from our insights we then activate 
interventions, actually improve outcomes. 

Chairman ROSKAM. Okay. Translate that for me. What does 
that mean? 

Mr. TOY. So what that means is a lot of companies right now, 
when we are looking at data to actually see something interesting 
that is happening out there, are only looking at one stream of, say, 
clinical information, like looking at just your body and your health. 

Chairman ROSKAM. Okay. 
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Mr. TOY. Or they are looking at just, say, financial. As payers, 
we often look at just claims data. And we are like, well, what do 
we see in the claims? 

Chairman ROSKAM. Are you getting other data? Is this like con-
sumer data that is laying on top of this and, like, all kinds of 
things? 

Mr. TOY. So we can. So this is the area of the new frontier now. 
Traditionally, only these, like, claims data, or just maybe—maybe 
clinical data from the EMR is looked at. 

Now we can also look at social data, we can look at these dynam-
ics that show signals towards maybe someone is homeless, or 
maybe someone is not eating well. This data was not visible before 
in just claims data. We wouldn’t know that—— 

Chairman ROSKAM. Right. 
Mr. TOY [continuing]. From just your claims information. By 

blending all these together, this is now the time when we are able 
to actually make these new, get insights and say, well, you know 
what? Maybe this person is using a lot of care in this area because 
they are not eating well. And—— 

Chairman ROSKAM. So this is all—just to—I want to open the 
aperture up a little bit wider—— 

Mr. TOY. Yes. 
Chairman ROSKAM [continuing]. Just so that I am under-

standing. I am trying to restate what you are saying to me. 
Mr. TOY. Yes. 
Chairman ROSKAM. Let me see if I am tracking. So you are say-

ing there is new information that is available. And the new infor-
mation is beyond claims data, and it is wider medical data. 

So here is—is that right? 
Mr. TOY. It is wider medical data, and the social data on top of 

that, as well. So—— 
Chairman ROSKAM. Where is the social data coming from? 
Mr. TOY. So the social data, right now, because we are just being 

very careful how we look at this—— 
Chairman ROSKAM. I get it. 
Mr. TOY [continuing]. Is coming from sort of signals that we 

would get, for example, from notes, that—something that they 
would maybe mention to their provider, the provider would write 
and say, ‘‘Well, this person has mentioned that they have difficulty 
finding housing,’’ right? And then we will say, okay, that is an im-
portant data point, we can extract that from the clinical notes. 

Going forward, I think we will start to see more and more use— 
of course, with the patient’s permission—of other social signals, 
like maybe their online social network, and things like that, that 
we are only just starting to scratch the surface—— 

Chairman ROSKAM. That is pretty interesting. So, I mean, and 
not being a data expert at all, but my sense is that there will be 
trends and patterns that are surprising, maybe even based on con-
sumer habits, that—— 

Mr. TOY. Yes. 
Chairman ROSKAM [continuing]. That begin. And so that is sort 

of where it is okay. Okay, that is helpful, thank you. 
Ms. Mortensen, when you were talking about the tension be-

tween—when I practiced law, there were substantive and proce-
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dural due process. Mr. Levin can relate to this. And what you were 
saying is, look, there is a lot of process that we are chasing around 
right now, and we are not really evaluating the substance. Is that 
a fair characterization? 

Ms. MORTENSEN. Yes, that is right. So largely because these 
process measures are easy to measure—— 

Chairman ROSKAM. Right. 
Ms. MORTENSEN [continuing]. But they are also important to 

measure. Did you do this to the patient? 
Chairman ROSKAM. It is check-the-box stuff. 
Ms. MORTENSEN. Did they get a flu shot, mammogram, 

colorectal screening, et cetera? 
Chairman ROSKAM. Okay. So, shift it. If you were going to rede-

sign, you know, and you had just a clean palette, what would you 
shed and what would you embrace, in terms of evaluation, and 
stipulate that people are willing—you know, providers are willing 
and plans are willing to be evaluated, but they want the evalua-
tions to be rational and to measure things that really matter? 
What would you propose that the ideal would be? 

Ms. MORTENSEN. So the ratings shift each year, right? So as 
they top out, a lot of ratings are pulled out and additional ratings 
are put in. And you will see some ratings are in for a year and out 
for a year. So there already is movement. 

So one thing is it might be nice for the plans—— 
Chairman ROSKAM. Okay, just to restate that, just so I am un-

derstanding it, what you are saying is if everybody is meeting the 
ratings, then they are kind of like not measuring anything—— 

Ms. MORTENSEN. Correct. 
Chairman ROSKAM [continuing]. Any more? 
Ms. MORTENSEN. So then a new rating, a new largely process 

measure will come in, although some years process measures would 
be taken out, and then maybe the next year put back in again. And 
the plans—— 

Chairman ROSKAM. Just to press the point a little bit, does that 
feel like the goal posts are moving? 

Ms. MORTENSEN. So in Medicare Advantage Star Ratings, the 
goal posts are always moving. 

Chairman ROSKAM. Okay. 
Ms. MORTENSEN. And the plans don’t know the goal posts be-

forehand, and they are told maybe midway through what measures 
are going to be looked at, and what is a three-star, what is a three- 
and-a-half-star, what is a four-star. 

Chairman ROSKAM. I get it. 
Ms. MORTENSEN. So none of these guys know, going in, what 

is going to be measured, and what the cut-off is going to be. 
Chairman ROSKAM. A lot of—— 
Ms. MORTENSEN. Like I can tell my students an A is a 91 and 

above, right? 
Chairman ROSKAM. Right. 
Ms. MORTENSEN. They don’t know what is a 3 and what is a 

4. 
Chairman ROSKAM. So a lot of pop quizzes here. 
Ms. MORTENSEN. Exactly, right. 
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Chairman ROSKAM. Okay. So then go back. I interrupted you. 
You were going to say what is the process measurements that are 
de minimi and are not adding much value, and what is your term 
of art? I forget it. It wasn’t process—— 

Ms. MORTENSEN. More outcome-focused. 
Chairman ROSKAM. Outcome. 
Ms. MORTENSEN. Right. 
Chairman ROSKAM. Right. So that is your—— 
Ms. MORTENSEN. So—— 
Chairman ROSKAM. That is your substance. 
Ms. MORTENSEN. So I think this is challenging, right? And so 

there are commissions that have gotten together. So there is an 
international consortium on health outcome measures by Porter 
and a few others at Harvard. So I think it is a great place to start 
looking at what are validated outcomes measures that are being 
used not in the United States only, but across the world. 

But also, to tie back to focus groups with the Medicare bene-
ficiaries, what is it you want to learn? And often, what they want 
to learn are what are called patient-reported outcomes. So maybe 
step back—I had to say this, as a researcher—but step back from 
what is calculated in the claims data, and allow these beneficiaries 
to respond on patient-reported outcomes, or patient-reported out-
come measures, which you actually see incorporated in the MIPS 
much more so than in the Medicare Advantage themselves. 

I think also metrics like healthy days that these insurers are al-
ready capturing—you know, Humana is doing the healthy days, 
and MedPAC has proposed the healthy days at home metric— 
things that give the individual a better sense about what type of 
care can I expect to receive, but also this gives the plans and incen-
tive to focus more on social determinants of health, because they 
can point to these outcomes and say, hey, look, if we can get them 
more healthy days at home, however we do that, we are going to 
score better on our—— 

Chairman ROSKAM. Are healthy days at home—is that as intu-
itive as it sounds? Like days that they are not getting care? 

Ms. MORTENSEN. That is right. And so they had researchers 
at Harvard say, ‘‘Show us’’—this MedPAC commission—‘‘Show us 
what this would look like. Show us how we measure it, what goes 
in, what goes out.’’ So of course, Humana is going to measure it 
maybe differently than Harvard did—— 

Chairman ROSKAM. Sure. 
Ms. MORTENSEN [continuing]. But you could agree on a match 

rate where—and you could see if that is useful or not. 
But this may be one that health plans don’t score well on—— 
Chairman ROSKAM. Yes. 
Ms. MORTENSEN [continuing]. But it is still meaningful to the 

beneficiaries. 
Chairman ROSKAM. And the theory is if you measure it, that 

is—you are going to get more of what you measure, basically. 
Ms. MORTENSEN. Exactly. 
Chairman ROSKAM. Is there a plot trap in there, kind of cooked 

in to this story line, where health plans or others are being held 
to an account for things over which they have no control? 
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So, in other words, if I am a patient, and I am getting all the 
good advice, and I am acting with impunity, there is only so much 
that others can do for me. Is there a recognition in sort of this eval-
uation model that people still make choices; they can make bad 
choices, too? 

Ms. MORTENSEN. Yes, I think that comment is very appro-
priate. Although you talk to the health plans, they would like to 
see more outcome-based measures. But we always know that there 
are things outside of the health care system that can affect that. 

But you will see some of the measures in there, and we will say, 
‘‘Was the patient adherent to their therapy?’’ And so that is not an 
outcome, but it is what you call an intermediate outcome, because 
adherence to your therapy would prevent a downstream, even more 
significant event. 

So focusing more on those intermediate outcomes would be im-
portant, as well. Was the patient adherent, so right now we look 
are their blood levels under control for a diabetic patient. Why not 
look at average levels and compare that across time? So rather 
than just being sort of threshold, you could look at averages and 
compare those, and look for improvement across time, as well. 

Chairman ROSKAM. Ms. Klausner, if head nodding is any indi-
cation of something to say, you have something to say. 

Ms. KLAUSNER. Sorry, I was quite transparent. So I do think 
that there are a number of Star Rating measures that the plan 
can’t control. Like for instance, overall rating of the health plan. 

With 40-plus measurements, there—many of them are under our 
control, but again, when a CAP survey—which is the survey that 
is sent to the beneficiaries—arrives in somebody’s home and it is 
a paper survey, and they are asking the overall rating of the health 
plan, you don’t know what could have happened to somebody that 
day. Maybe they waited in their doctor’s office for two hours—— 

Chairman ROSKAM. Right. 
Ms. KLAUSNER. Very likely. And all the sudden they have a 

bad rating of the health plan, even though it was not something, 
obviously, that we could control. 

So there are measurements on there that I think are out of the 
plan’s control. I think we would like to work with CMS to figure 
out which ones are controllable by the plan truly, and which are 
not. 

Chairman ROSKAM. Is there good work that is being done? Be-
cause some of that is just—that is life, right? So we are held to ac-
count for things over which we don’t have control, and that is life. 
How do you—and I am not trying to be cavalier about it, but how 
do you discern, then, you know, what is really—those things that 
are—that you do have control over? Is there good work that is 
being done on this, academic work and so forth? 

Ms. KLAUSNER. I will defer to Dr. Mortensen for the academic 
work. I think that you are right, though, that is just life, and I 
think health plans have taken that to be it is what it is. 

And so we do control and work towards measurements that we 
can control. We try to educate beneficiaries, we try and educate 
them about the Star Rating system. And we accept it. But if we 
have an opportunity to make comments on things that we would 
like to see changed, that would be one of them. 
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Chairman ROSKAM. Okay. Mr. Toy, in part of your testimony it 
was—you were focusing in on barriers to entry. Just kind of just 
quickly, can you give a snapshot for what this arena is like when 
you are a new entrant in it? And what could we do that would 
lower barriers? Because, by definition, that is a better thing. But 
we don’t want to lower them so that, it is just de minimi and there 
is no standard whatsoever. Where is the balance? 

Mr. TOY. Yes. Well, I can let you know what we think the bal-
ance is. So when we enter a new market, like we are going into 
a new county, into a new state, almost certainly there will be other 
plans in there. There will be fee-for-service, there will definitely be 
probably some other MA plans already there. 

A lot of times the providers in that area will be consolidated, 
they will be big groups, they may have very strong deals with ex-
isting MA plans already. And that may disincentivize them for the 
contract of a new MA plan, especially one which, by definition, has 
low leverage, because we don’t have membership in that state, be-
cause we are new. 

And so that is just like a very difficult cycle to break, because 
we don’t have membership, we can’t get the providers, they don’t 
want to contract with us yet because we don’t have leverage, so 
they make it very, very expensive, minimally. And so that is basi-
cally what it looks like. 

Our suggestion is that perhaps we say everyone in Medicare 
should be treated equally, whether you are in fee-for-service, or 
whether you are on Medicare Advantage. 

And what that means is if providers are accepting fee for service, 
they should be accepting Medicare Advantage folks, as well. They 
shouldn’t be able to turn away Medicare Advantage people, just be-
cause they chose a new plan that they might like, which is innova-
tive. We will negotiate in good faith. We can prove that we are 
doing that. But we want some balance there. 

Chairman ROSKAM. Okay. Let’s see. Quickly, Mr. Kelly. You 
have got an article on Path Finder? 

Mr. KELLY. Yes, Mr. Chairman. I would like to submit this for 
the record. This is from The Hill on May the 4th, 2018, an article 
that is titled, ‘‘Mr. President, Let Markets Help Save Medicare,’’ 
and I would like to submit that without objection. 

Chairman ROSKAM. Without objection, so ordered. 
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Mr. KELLY. Thank you. 
Chairman ROSKAM. Ms. Mortensen, back to you. Just in terms 

of the measures and so forth, you mentioned—are there 44 or 45— 
it seems an overwhelming number. Does it get to the point where 
the measurements are just—they have less and less meaning and 
they are taken less and less seriously? 

Ms. MORTENSEN. Yes, that is a good question. So there were 
44 in 2017 and 45 in 2018. 

Chairman ROSKAM. I am listening. 
[Laughter.] 
Ms. MORTENSEN. And there are more than any other value- 

based program in the Medicare sort of array of programs. So they 
are pretty, you know, overwhelming. 

Chairman ROSKAM. Well, what is the difference between mak-
ing an evaluation at a plan level, and making it at a contract level? 

Ms. MORTENSEN. That is a great question, because most of the 
evaluation is done at the contract level. And, you know, academics 
like us argue that that really takes away from the meaning of what 
is going on with any given plan, because everything is reported at 
the contract level. 

Chairman ROSKAM. You just get less insight, and it is less dis-
cerning? 

Ms. MORTENSEN. Sure, and it is more—I should be careful say-
ing this, but there is more room for—it is a game for insurance 
companies now. Because if you are a contract and you have low- 
performing plans, what you do then is you just sort of smash them 
into your high-performing plans, and now across the board you 
have a very high-performing plan. 

Chairman ROSKAM. Right. 
Ms. MORTENSEN. At the contract level, which was not the de-

sign of the incentive payments, based off of the star quality 
metrics. 

There is some legislation in the Bipartisan Budget Act to address 
this, but I think that—— 

Chairman ROSKAM. To address the evaluation at a plan level? 
Ms. MORTENSEN. To address what happens to the Star Ratings 

once plans are consolidated together. 
Chairman ROSKAM. I see. 
Ms. MORTENSEN. So it is meaningful in that over 20 percent 

of Medicare Advantage enrollees over the last few years have been 
put into consolidated plans. So what that means, from the Plan 
Finder or the Star Rating perspective, is me over here in Miami, 
I am getting metrics that are reflecting plans that are sold in four 
different states. So it has not necessarily been meaningful for the 
beneficiary. 

So yes, most of this is happening at the contract level. Where it 
arguably should be happening is MedPAC has proposed for many 
years it should be happening at the geographic level that is most 
meaningful to the beneficiaries. 

Chairman ROSKAM. I get it. 
Mr. Toy and Ms. Klausner, lastly, can you just give us a little 

bit of insight into your experience with encounter data submis-
sions? 
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Mr. TOY. Yes. So with encounter data, we are already capturing 
most of the information that we require. Like, we are a very data- 
centric company. Like, we have already—we always capture data 
above and beyond claims and the clinical matching between the ac-
tual claim data and the clinical data is probably slightly easier for 
us than most. So we were able to meet the encounter data dead-
lines ahead of time. We have been able to comply. But I recognize 
that that is not always an easy thing. 

Ms. KLAUSNER. And I would say that, for our plan, that we 
have seen improvements in the encounter data process over the 
last few years. It is much better than it was even a year ago. So 
we are pleased with that. I think there is still some outlier reports 
that come back to the plan that have errors, and I think we want 
those addressed before everything is finalized. But much improved 
over the last few years. 

Chairman ROSKAM. Okay. Well, great. Look, on behalf of the 
whole Subcommittee, we really appreciate your time today. You are 
people of incredible background, each of you. You gave us great in-
sight and a lot of things for us to process. 

And I was teasing about Members coming in and out, but they 
have really absorbed what you have got to say, and have your writ-
ten testimony, as well. So on behalf of the whole Subcommittee, we 
thank you for your time and your testimony. 

And the Committee is adjourned. 
[Whereupon, at 11:47 a.m., the Subcommittee was adjourned.] 
[Member Submissions for the Record follow:] 
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[Public Submission for the Record follow:] 
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